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Doctor Jorce A. de Castroverde of Havana, Cuba, an instructor in 
legal odontology at the University of Havana and the Cuban Police 
Academy, visited Miami, Florida, as the guest of the Dade County 
Police Chiefs’ Association and the Miami police, to lecture at the Miami 
Police Academy. Legal odontology is the science of identification 
through tooth and jaw structure, and is widely taught in dental and 
police schools in Mexico, Central and South America, according to the 
Cuban dentist. Doctor Castroverde is shown here being greeted upon 
his arrival at Miami International Airport by Chief William Norton 
of the Dade County park police (left), and Lieutenant D. T. Dollar of 
the Miami Police Academy (right) —Miami News Bureau Photograph. 
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You Are Richer 


Than You Think 


Part I 


BY K. KAUFFMANN-GRINSTEAD 
AS TOLD TO ERNEST W. FAIR 


SSSSSSSSSSSSSSSSSSSSS8S8S 


But you should ask yourself, “Can I afford to die?’ 


“I’M ALL SET now .. . I’ve made 
enough to take care of my~ wife 
and family in the style to which 
they are accustomed and it’s all 
safely invested to assure them a 
good income for life!” _ 

How many business and profes- 
sional men have made that state- 
ment this very day? You may have 
heard it in your own circle of 
acquaintances many times during 
the last few weeks. 

It is probable that in nearly 
nineteen out of twenty cases vour 
colleague is overconfident and has 
overlooked a number of the hid- 
den factors which make careful 
estate planning a necessity today. 
Mere accumulation of wealth to 
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provide safety for your wife and a 
start for your children is only the 
beginning. 

There is an “invisible mort- 
gage’ on the estate of every dentist 
who reads these pages. There are 


elements of estate shrinkage that 


only an expert can foresee. The 
dangers of inflation also must be 
considered, for they can defeat 
your whole purpose. 

_ Of first and greatest importance 
is the terrible toll of taxes. They 
alone will take a sizeable chunk 
out of the widow’s “mite,” but this 
is only one worry. There are from 
twenty to twenty-five other obli- 
gations, which must be paid im- 
mediately at the time of death, 
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ORAL HYGIENE AWARD 
This article by Ernest W. Fair 
has won the $100 OraL HyYCIENE 
award for the best feature pub- 
lished this month. 
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and which should be foreseen. Take 
for example that “last illness,” 
which most of us never consider; 
it can be a sudden and damaging 
blow to an estate. 

These and other factors make it 
doubtful whether some of us can 


afford to die unless we have had 


some expert guidance in estate 
planning. The “invisible mortgage” 
on everything one owns becomes 
due and payable immediately. That 
is the sum of the cash obligations 
which become due at death. 

The record books cite many in- 
stances of what business and pro- 
fessional men thought were well- 
planned estate arrangements, but 
which failed to provide for this big 
“invisible mortgage.” Frank Knox, 
Secretary of the Navy and pub- 
lisher of The Chicago Daily News, 
gave his life to building a great 
newspaper that his family could 
carry on, but left insufficient cash 
to cover this “invisible mortgage.” 
As a result his paper had to be sold 
at a sacrifice to meet these obliga- 
tions. 

Frederick C. Gruen, the watch 
manufacturer, left only $318 in 
cash to meet estate obligations 
amounting to $194,272. The rec- 
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ord books are filled with similar 
cases. 

To preserve the integrity of your 
estate you must give careful con- 
sideration to the following factors: 

1. Value of taxable estate. 

2. Death taxes. 

3. Other cash obligations. 

4. Shrinkage of estate. 

5. Remaining capital. 

6. Expert investment advice for 
heirs. 

7. Sufficient expendable income. 

8. Excessive taxable income. 

9. Second estate shrinkage upon 
death of widow. 

10. Wife’s death. 

11. Additional estate shrinkage 
upon death of children. 

12. Future radical, social or ec- 
onomic changes. 

13. Expert assistance in estate 
planning. 

These are the basis of the thir- 
teen costly mistakes commonly 
made in estate planning. If they 
can be avoided you may save your 
family one-quarter to one-third of 
your life-time accumulation. The 
expert in estate planning knows 
many methods of avoiding estate 
shrinkage and providing protec- 
tion for your family. Not all of 
these methods are applicable to 
each estate, for the problems of 
each program vary. The establish- 
ment of adequate protection for 
the wife and children of a dentist 
in New York may differ entirely 
from the establishment of similar 
protection by a practitioner in 
Kansas. 
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You Are Richer Than You Think... 
Prove It With This Chart 


(Here are some of your assets subject to estate taxes) 


1. Cash owned outside of business, accounts in 
banks, savings banks. ot a ae 








2. Maturity value of life insurance and death bene- 
fits of accident insurance, if any. _-__--______________- i siscsniins 





3. Bonds and stocks, approximate value (do not 




















deduct loans, if any). - 
4, Interest in closed corporations, partnerships, or 
personally owned business firms. $ 
d. Real estate, approximate market value today (do 
not deduct mortgages, if any). De kietices 
6. Personal property in your home (furniture, rugs, 
silver, jewelry, antiques, art works, automobiles) .__ Sh aAARS 
7. Other assets such as mortgages, debts, claims, 
rights, royalties, patents. Beek 
8. Value of dental and laboratory equipment... $ ________ 
9. Value of dental practice and good will... Diicincn ag 
10. Anticipated additions to present assets from in- 
heritance, trust funds, and other sources. ae 
TOTAL $ 














Generally, the thirteen mistakes of effort. These points will be dis- 
referred to are common to all sit- cussed further in the second in- 
uations. Avoiding them will help — stallment of this article. 
to prevent the “invisible mort- (To be continued) 
gage” from destroying all that has Box 780 
been achieved through a lifetime Bristow, Oklahoma 





































BY LEE A. KAPILOW, D.D.S. 


The negligent patient may be 


legally responsible for failure. 


of dental treatment. 


Mucu HAS been said and. written. 


in regard to the legal duty of the 
dentist to his patient. We have 
been imbued with innumerable 
precautions concerning our obli- 
gations to the persons we treat and 
the unfortunate consequences of 
our failure to meet these obliga- 
tions in the proper fashion. How- 
ever, little has been said of the 
duties of the other member of the 
dentist-patient relationship. While 
it is true that the dentist owes a 
good deal to the people under his 
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care, it must be remembered that 
any professional relationship is not 
a one-way proposition. The pa- 
tient also has a legal obligation. 
Our patients owe us nothing per- 


sonally beyond payment for. our. 


services. They must, however, sub- 


scribe to certain standards of. con-: 


duct in order that our treatment 
of them terminate satisfactorily. 
lf, through their failure to con- 
form to these standards, the result 
is injurious or unsatisfactory, they 
cannot hope to obtain judgment 
against the dentist in a malpractice 
action. The law, in a continual at- 
tempt to treat impartially both 
sides involved in litigation, makes 
it abundantly clear that the pa- 
tient may be as guilty of negli- 
gence as the dentist. 
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In general, it is the legal duty 
of the patient to use such ordinary 
care in his own behalf as any pru- 
dent, careful person would exercise 
under the same or similar circum- 
stances. Failure to do so makes 
the patient guilty of negligence, 
which may be classified as either 
prior, contributory, or subsequent. 

As a professional person of sup- 
posedly reasonable skill, the den- 
tist cannot hope to evade respon- 
sibility for a misdemeanor on the 
basis of negligence on the part of 
his patient prior or subsequent to 
that act. When the patient has 
failed to perform his legal duty in 
such a manner as to contribute di- 
rectly to.a poor result, any judge 
or jury will consider the matter 
carefully before awarding judg- 
ment against an accused practi- 
tioner. 

One instance in which a patient 
may be so negligent as to prohibit 
his collection of damages from a 
dentist lies in willful failure to fol- 
low instructions. As an example 
of this violation of the patient’s 
legal duty, let us consider the fol- 
lowing case. 


Advice Ignored 

An immediate denture was con- 
structed for a patient following the 
extraction of several teeth. His 
dentist informed him that inevi- 
table tissue changes would make 
some adjustments necessary and 
instructed the patient to return in 
a day or so for that purpose. In- 
stead the patient left town on a 
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four-week vacation trip. Upon his 
return, he complained that the den- 
ture did not fit, could not be worn 
and that damages would have to 
be paid to him. The case was 
thrown out of court on the grounds 
that the patient had deliberately 
disobeyed the specific instructions 
of his dentist. 

A word of caution is in order 
regarding instructions to the pa- 
tient. These must be simple, read- 
ily understood, and within reason. 
Information imparted to the pa- 
tient, which does not meet these 
requirements, may be disregarded 
by the patient without jeopardiz- 
ing his chances of collection from 
the dentist in a possible future mal- 
practice suit. 


Negligence 

Failure to return to the dentist 
at the time specified is another 
common example of negligent ac- 
tion on the patient’s part. Such a 
situation occurred when a woman 
had two teeth extracted, after a 
thorough examination convinced 
the dentist that they should he re- 
moved. Proper instructions for 
home care were given and the pa- 
tient was told to return the next 
day for further treatment. This 
she failed to do, and within four 
days osteomyelitis developed. The 
dentist was held blameless in a 
subsequent court action. It was 
obvious that he could not force 
the patient to return, and her own 
neglect contributed to her injury. 
Refusal to submit to surgery is 
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another manner in which a patient 
may be guilty of a breach of legal 
responsibility. It is the right of 
any individual to accept or refuse 
an operation on his own person, 
but failure to accept surgery, when 
professional opinion dictates its 
necessity, constitutes an act of 
negligence if injury results from 
the refusal. It is incumbent on the 
wise dentist to secure a written re- 
fusal slip in situations such as this 
if possible. 

It seems almost incredible that 
a patient will in these times refuse 
an anesthetic or roentgenograms 
when their use has been indicated 
specifically in order that proper 
treatment can be carried out. How- 
ever, such incidents still occur, 
and are additional examples of 
negligence. If it has been made 
clear to the patient that a good re- 
sult cannot be obtained without 
the use of these measures, the den- 
tist is wholly innocent if injury 
occurs because of inability to use 
them. 

It is understood that reliance on 
such a refusal as an excuse for 
faulty treatment is useless and un- 
worthy of the professional person. 

Refusal to enter a hospital or 
departure from a hospital without 
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the consent of the dentist are other 
ways in which patients may be 


_ derelict in their duty. 


If the condition of a patient in- 
dicates the necessity for hospital 
care or if it is advisable for any 
reason, the dentist is within his 
rights in expecting the patient to 
follow his advice. As in acceptance 
or refusal of an operation, the fi- 
nal choice lies with the patient, 
but his refusal will build a strong 
case in the dentist’s favor if injury 
results from failure to comply 
with his wishes. 

In legal actions involving mal- 
practice, the burden of proof al- 
ways rests with the plaintiff. The 
patient must show conclusively a 
lack of reasonable care and skill 
on the part of the dentist before 
he can win his case. However, 
when contributory negligence on 
the patient’s part is introduced as 
a defense, the burden of proof then 
shifts to the dentist. He then must 
show conclusively that the patient 
contributed to his own injury 
through acts not constituting the 
reasonable care expected of a pru- 
dent person in his own behalf. 


7 West 96th Street 
New York 25, New York 


WHEN YOU CHANGE YOUR ADDRESS 
WHEN YOU change your address, please always furnish your old address 
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So You Know 
Something 
About 
DENTISTRY! 
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QUIZ XCVIEI 


. Why do hard gold occlusal in- 
lays fail more readily than soft 
gold occlusal inlays? —_ .. 





. Name the auxiliary muscles 
which aid in the movements 
of the mandible. 








. Vitamin deficiencies that oc- 
cur after the teeth have been 
formed have (a) considerable, 
(b) no, effect on the incidence 
of dental caries. 








. True or false? Hypodermic 
needles and syringes must 
never be sterilized in oil of any 


10. 


. What is perleche? 





kind because of the danger of 
producing an oil embolus if 
any oil should be injected into 


a blood vessel. 














. Airbrasive procedures cut car- 


ious enamel and dentine (a) 
much slower than, (b) much 
faster than, (c) the same as, 
sound or intact enamel and 
dentine. 








. What are the three general 


classifications of partial den- 
tures? 








. Saliva (a) delays, (b) speeds, 


(c) has no effect on, hlood 
coagulation. 








. True or false? During the 


growth of the facial skeleton, 
the facial structures and the 
facial plane shift roughly par- 
allel to themselves. ___. ws 





What is the most common 
speech defect associated with 
full dentures? 








FOR CORRECT ANSWERS SEE PAGE 1612 
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! PATIENTS ARE exacting, and while 
women usually are credited with 
| the possession of this characteris- 
tic to a high degree, men are not 
| entirely devoid of it. Members of 
both sexes step into your reception 
room, sit down for a few minutes 
while you finish with the patient 
in the chair, and their eyes prompt- 
ly sweep over the room, taking in 


1600 


How's 
Your Office 
Housek eoping?! 


BY M. A. PATRICK 


. 


every detail. In your operating 
room, this power of observation is 
applied to studying your personal 
appearance, noting the condition 
of your equipment, and appraising 
the quality and condition of your 
furnishings. 

The impressions your patients 
have received may not be hinted 
at during their small talk with you, 
but evidences of careless house- 
keeping create mental pictures 
these patients invariably put into 
words in conversations with neigh- 
bors and friends. “Last week.” a 
patient may remark with a know- 
ing nod, “while I was in Doctor 
So and So’s office, I saw. . .” Un- 
less that which was seen was fa- 
vorable, the good will on which 
your practice is built may be due 
for some “going over.” 
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Patients seeking tangible evi- 
dence of a dentist’s skill often 
appraise him on the basis of a 
well-kept reception and op- 


erating room. 


If you feel that this subject does 
not apply in your case, step over 
to the glass-fronted cabinet you 
may have hanging on your wall. 
Open the doors and look at the 
contents as though you never be- 
fore had viewed the collection of 
jars, bottles, cartons, and other 
items you have accumulated. Take 
an extra minute to determine how 
many of the containers have not 
been touched for a long time, since 
the contents have evaporated or 
the stained labels no longer clearly 
identify the liquid or dry ingre- 
dients. It might have been your 
cabinet that an observing patient 
recently described as a “catch all” 
that looked like “Fibber McGee’s 
closet.” 

You may liken this inquisitive 
patient to the visitor in a friend’s 
home who cannot resist the temp- 
tation to peep into the bathroom 
medicine cabinet, but it is never- 
theless a fact that the patient with 
prying eyes contributes to an in- 
crease in your productive chair 
hours. 

Conditions of this nature, which 
a patient may believe indicate a 
tendency toward carelessness, fre- 
quently go unobserved by the den- 
tist because he “lives” with them 
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day after day. As the growth of a 
child is not so apparent to its par- 
ents, but quickly registers on 
friends who see the youngster on- 
ly once or twice a year, the grad- 
ual deterioration of the original 
pleasing appearance of dental of- 
fice furnishings and orderly ar- 
rangement of supplies créeps up 
on the practitioner who is not con- 
stantly alert. 


Consults Family 

In order to overcome the _ten- 
dency toward complacency, one 
dentist regularly seeks the opinions 
of members of his family, who 
from time to time are asked to 
comment on the appearance of 
his reception and operating rooms. 
“Your own family,” he smiled 
knowingly, “will not pull any 
punches.” As the result of one of 
these inspections, his attention was 
called to the gradual wearing away 
of the enamel finish on the arms of 
his chair. Perspiration from tense 
hands had eaten into the finish and 
left a rough, pitted surface. It was 
perhaps a minor fault, but its cor- 
rection required only a small out- 
lay of time and material. A pad of 
steel wool, a short length of mask- 
ing tape, and a quarter-pint can 
of refrigerator enamel, restored the 
arms to new-like smoothness in a 
half hour. 

Good dental office housekeeping 
begins at the curb if professional 
operations are conducted in a resi- 
dential section. The front lawn, 
the walk, and the entrance, to- 
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gether with the reception and op- 
erating rooms, influence your pa- 
tients. It is part of the price of a 
professional calling to be expected 
to maintain a better than average 
standard of appearance. A patient 
in a dental chair does not stop to 
reason that steam escaping from a 
sterilizer carries a film of dust to 
the cool window glass surfaces in 
the room. If the patient is a wom- 
an, she recalls that in her own 
home, windows are kept clear with 
a chamois, by devoting a minute 
or two to the inside surfaces. 
“Can’t a dentist do that, too, or at 
least have it done regularly?” she 
asks herself. In her mind the ne- 
glect of this minor bit of “house- 
keeping” suggests that similar ne- 
glect may apply to the instruments 
used in the correction of her den- 
tal disease. The possible danger of 
such thinking is obvious, since 
professional prestige is at stake. 


Skill Intangible 

The average dental patient is 
unable to appraise visually the 
fund of knowledge stored in the 
practitioner’s mind and the role it 
plays in directing the skilled op- 
eration of his hands. Therefore, 


he is inclined to search for tangible - 


evidence to guide him. His conclu- 
sions are reached in many strange 
ways. The reaction of a woman 
who encountered a broken spring 
when she sat on the sofa in her 
dentist’s office later was expressed 
in a conversation with her hus- 
band. “Doctor So and So probably 
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never sits down in his own recep- 
tion room,” she said, “but you 
would think his wife would notice 
such things.” It is difficult to jus- 
tify the linking of a broken sofa 
spring and an unobservant den- 
tist’s wife with professional quali- 
fications, but the rules of correct 
logic seldom are applied in such 
instances. However, the use of a 
“check list” is advisable to avoid 
incidents which may make a ques- 
tionable impression on a patient. 
To one eastern dentist, the use of 
such a list serves as a reminder 
for him and as a guide for the 
woman who cleans the office on 
his free day. Actually, he uses two 
lists, one applying to his operating 
room which includes: 

Floor—clean and polish. 

Cabinets and cases—tops and 

fronts only. 

Chairs—turn pillows. 

Desk 

Windows—glass and frames. 

Venetian blinds—check tapes. 

Window sills 

Base boards 

A second list applying to the re- 
ception room mentions some of 
the foregoing and also: 

Lamps—check bulbs. 

Walls 

Tables 

Entrance door window 

Rug 

Pictures—remove and dust. 

Chairs—turn cushions. 

Ash trays—clean. 

A review of these lists will re- 
veal that some items, especially in 
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the operating room, are not in- 
cluded. This is intentional because 
the dentist does not wish to risk 
the danger of damage to some of 
his operating room equipment. 
“My wife and I devote a little time 
each week to dusting and polishing 
appliances that require special 
care.” One hour of such coopera- 
tive effort will produce gratifving 
results. 

The improved patient relation- 
ships that result from good house- 
keeping in a dental office are not 
the only benefit. The practitioner 
who operates in a neat, attractive, 
and regularly cleaned room may 
find that such surroundings are 
reflected in the quality of his pro- 
fessional service. Constant care of 
the dental office lowers total op- 
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erating costs. A dusty light bulb 
in a dull reflector invites manual 
slips and costly eye strain. A noisy, 
uncovered table top is hard on the 
nerves and tough on the surface 
finish. Unemptied ash trays in the 
reception room may mean burned 
rugs, which are expensive to re- 
place. And, of course, mechanical 
equipment allowed to go unchecked 
until it stops, frequently “gives up” 
at the time your appointment 
schedule is most crowded. 
Efficient dental office housekeep- 
ing is good business and sound 


_ professional policy. It pays off in 


profits through savings in equip- 
ment and furniture and, most im- 
portant, in satisfied patients. 
1007 North 64th Street 
Overbrook, Philadelphia 31, Pa. 


THE COVER 

THE THREE modern United Nations buildings, shown in an aerial view 
on this month’s cover, are (left to right) the Secretariat building, the 
Conference Area, and the General Assembly building; the UN Library 
building is hidden by the Secretariat. In October, the seventh anniversary 
of the organization was celebrated at the new, permanent United Nations 
Headquarters in New York City, located on the East River with mid-town 
Manhattan as a background. This impressive group of buildings will 
interest many dentists attending the Greater New York Dental Meeting, 
to be held December 8-12 in the Hotel Statler. Inquiries may be directed 
to the General Chairman of the Meeting, Doctor Arthur E. Corby, in 
Room 106-A, Hotel Statler, New York 1, New York.—Photograph cour- 
tesy of United Nations. 


LEGITIMATE LABORATORIES OPPOSE DIRECT ‘’SALES’’ 
“PUBLIC HEALTH requires the intervention of the dentist at every step 
of the contact with the patient, from the diagnosis to the final fitting 
of the replacement. Legitimate laboratories recognize this fully, and 
have no desire to deal with the public at any point in the process.” 
—Dental Laboratory News 
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IT IS QUITE apparent that Doctor 
Rivenburg and I have different 
opinions on the subject of retire- 
ment. From his article THINK 
Twice Berore You RETIRE,’ it 
appears to me that Doctor Riven- 
burg’s chief difficulty: in total re- 
tirement was the. inability to ad- 
just his mental processes to a radi- 
cal change. He has many interests 
outside the practice of dentistry, 
and if he pursued all of them hap- 
pily, he would have neither the 
time nor the desire to continue to 
practice. The fact that these activi- 


— 


1Rivenburg, L. D.: Think Twice Before 
bn Retire, Oral Hygiene 42:872 (June) 
1952. 
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Think Thrice 
_and Retire 


Pn BY FRANK S. OSMUN, D.D.S. 


ties could not, or did not, hold his 
interest completely, substantiates 
this contention. 

I thoroughly agree that there 
are two types of dental practition- 


-ers who should never retire; those 


who are unable to adjust their 
thinking to an entirely different 
way of life, and those who never 
have had any interest in activities 
outside the dental office. 

Doctor Rivenburg’s advice to 
dentists past forty-five to “take it 
much easier, but don’t completely 
retire,” presents some problems. 
How can this be accomplished? 
It is almost impossible for a pro- 
fessional man to remain in the lo- 
cation he has occupied for years, 
and expect to “take it much 


easier.” He cannot deny an ap- 
pointment to his old patients whom 
he has cared for over the years; 
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Complete retirement is advo- 
cated by a Florida dentist if 


you measure up to three rules. 


and his personal friends would be 
insulted if he did not continue to 
perform their dental service. More- 
over, a successful dentist of forty- 
five or fifty is at his peak in pro- 
duction and popularity; conse- 
quently, he is unable gracefully to 
refuse new patients referred to 
him by his friends or by his top- 
notch clientele. If a dentist decides 
upon a limited practice elsewhere, 
he too is faced with problems. As 
an illustration, a colleague, who 
practiced in the same metropoli- 
tan area of New Jersey as I, de- 
cided to take it easier. At seventy, 
he discontinued his city practice 
and moved to a small village on 
the New Jersey shore, where he 
could devote a great deal of time 
to fishing. He established a small 
ofice in his home, intending to 
treat two or three patients a day. 
This would allow ample time for 
boating, fishing, and gardening. 
Two years after he made this 
move, I stopped to see him. I was 
amazed to find him working hard- 
er and longer hours than he had 
in his former practice. His fame 
as a prosthodontist had spread 
over the county and patients were 
pouring in daily. He showed me 
at least twenty full and partial den- 
tures in various stages of construc- 
tion. When I asked about the fish- 


ing, he answered, “My garden is 
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full of weeds, and my boating and 
fishing have been only a pleasant 
dream.” Yes, semi-retirement is 
mostly in the dream world. 

I practiced dentistry about 
twenty years and retired at fifty- 
five on a small income, but sufh- 
cient to live decently and to be 
able to enjoy life. I settled in 
Florida, where basic living costs 
are commensurate with a reduced 
budget, and I have no financial 
worries. This is essential to retire- 
ment happiness. I have been re- 
tired for two years, and I hope 
never to smell the odor of eugenol 
again. I do not wish to imply that 
I did not like dentistry. On the 
contrary, I thoroughly enjoyed my 
practice. The most difficult prob- 
lem that faced me was leaving my 
friends. I reasoned, however, that 
after forty-five years of toil, hegin- 
ning on a farm at the age of ten, 
I deserved an opportunity to do 
that which I desired, and do it 
when I wished. 

I have been happy since decid- 
ing to retire. | have good health; 
I have interesting activities; I have 
made many new friends; and I am 
enjoying life as I never did before. 
I especially enjoy the release from 
filing complicated income tax re- 
turns with their attendant head- 
aches. Most of my problems are 
self-made and I enjoy solving them 
at a time that is convenient to me. 
No “hustle-bustle”—life is not the 
mad scramble it used to be: no 
split-second appointment  sched- 
ules; no tough extractions; and no 
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Doctor Frank S. Osmun’s home in Hollywood, Florida 


neurotic personalities with which ment and an entirely different life, 
to contend. and this also applies to your wife; 
So I say, “Think thrice and re-_ retire if you have activities and 





tire,” if you can measure up to my hobbies outside the practice of In 

three rules for retirement. Retire dentistry. If you do retire, may ht 
if you are financially able; retire you be as happy as I! 
if you are a person who can adjust 2627 Garfield Street 
himself mentally to a new environ- Hollywood, Florida 

De 

Co 

CLEFT PALATE GROUPS ESTABLISHED IN NEW YORK STATE ne 

OPERATING under a grant from the State Health Department, Mount do 

0 


Sinai Hospital has set up a special cleft palate group, one of two func- 
tioning in New York state. The other is operated in connection with the ere 


University of Buffalo. Present plans call for the establishment of simi- _ 
lar groups throughout the country. de 
Eleven specialists comprise the Mount Sinai group, headed by Doctor 

J. A. Salzmann, a member of its dental service. The specialists include _ 
a dentist, oral surgeon, plastic surgeon, pediatrician, psychiatrist, psy- s 
chologist, speech therapist, medical social worker, orthodontist, perio- “ 
dontist, and an ear, nose, and throat specialist. a 

{ 


Parents of children afflicted with harelips and cleft palates have been 
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given assurance that 90 per cent of these youngsters can be totally 
cured—provided the treatments are given early in life. 

“Four hundred children with this affliction are born every year in 
New York City alone,” said Doctor Jack Ruthberg, assistant director of 
the hospital. “We can cure them if their mothers will bring them to us 
before they are twelve years old, but preferably while they are still 
infants.”—-New York Sunday News. 


FEDERAL FOOD AND DRUG ACT EXCLUDES FLUORIDATED WATER 


THE FooD and Drug Administration of the Federal Security Agency, 
included in a recent statement of policy the following facts in regard 
to water containing fluorine: 

“The Federal Security Agency will regard water supplies containing 
fluorine, within the limitations recommended by the Public Health 
Service, as not actionable under the Federal Food, Drug, and Cosmetic 
Act. Similarly, commercially prepared foods within the jurisdiction of 
the Act, in which a fluoridated water supply has been used in the pro- 
cessing operation, will not be regarded as actionable under the Federal 
law because of the fluorine content of the water so used, unless the 
process involves a significant concentration of fluorine from the water. 
In the latter instance the facts with respect to the particular case will be 
controlling.” —Federal Register. 


ISRAEL’S DENTAL NEEDS SURVEYED 


Doctor Isaac ScHour, Associate Dean of the University of Illinois 
College of Dentistry, recently returned from a survey of the dental 
needs of Israel, on an assignment of the Unitarian Service Committee. 

Doctor Schour reports that the incidence of dental caries and perio- 
dontal disease in Israel is extremely low, but that the nation has a 
great need for additional dentists to care for a population of 1,500,000, 
nearly three times the 1948 figure. At the present time Israel has no 
dental school. 

In his report to the Unitarian Service Committee, Doctor Schour has 
recommended that a dental mission be sent to Israel in 1953. He also 
has suggested a three-point program for raising the level of dental 
health in that country, which includes offering postgraduate courses 
for Israeli dentists, the organization of a public health program of 
preventive dentistry, and the organization and activation of a dental 
school.—University of Illinois News. 
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BY RENZO DEE BOWERS* 


This second of two articles 
points out that charges of neg- 
ligence are much more fre- 
quent than suits for lack of 


skill or ability. 


CouRTS AND juries frequently must 
pass upon the competency or skill 
of practitioners, since a dentist 
must display professional knowl- 
edge in determining under partic- 
ular circumstances how many teeth 
may safely be extracted at one 
time. It is a significant fact that 
dentists are sued for lack of ability 
or skill infrequently, as compared 
*“Member of Bar, U.S. Supreme Court. 
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with the number of times they are 
taken to court on charges of neg- 
ligence. Still, they are sometimes 
accused of incompetency in vari- 
ous operations, and mulcted in 
damages if it can be proved that 
they have failed to measure up to 
the required standard. 

For example, a year or two ago 
a Kansas practitioner undertook 
to remove a bridge from a 
woman’s lower left jaw. In prepar- 
ing for the operation, he failed to 
put padding or other protection on 
the patient’s lower lip, but pro- 
ceeded to force an electric saw into 
position in the bridge. In the 
course of this procedure, the saw 
slipped from the part of the bridge 
he was attempting to saw in half. 
and severed nerves, tendons, and 
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tissues of the patient’s lips, chin, 
and face, causing pain and dam- 
age. In a follow-up lawsuit by the 
patient, the court rendered a judg- 
ment against the dentist, ruling 
that what he did was not an exhi- 
bition of due competency and skill. 

An Oregon practitioner, heliev- 
ing he had successfully extracted a 
third molar, dismissed the opera- 
tion as completed. The patient re- 
turned within ten days, complain- 
ing of pain in the area. Treatments 
were undertaken, and the dentist 
continued them for more than a 
year without using roentgeno- 
grams or otherwise discovering 
that he had left a portion of the 
root of the third molar, and that 
it had caused infection. After this 
condition had been corrected by 
another dentist, the patient took 
his complaint to court, and was 
awarded compensation for his suf- 
fering. 

It is sometimes difficult to tell 
from court cases where negligence 
onthe part of dentists ends, and 
actual unskillfulness or incompe- 
tency begins. The question is only 
of academic interest, since liability 
for damages will follow either neg- 
ligence or lack of “know-how.” In 
either case, the patient must prove 
some specific act, evidencing the 
negligence or the incompetency of 
the dentist being impleaded, or the 
lawsuit will go out the window. 

As an illustration, the report of 
an Illinois incident disclosed that 
in the extraction of a tooth without 
anesthesia, a small piece of the 
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tooth went down the patient’s tra- 
chea and into her lung. She 
coughed it up several months later. 
Because of injurious effects, she 
sued the dental surgeon for dam- 
ages. She lost her case, because 
she could not prove any particular 
act of negligence or incompetency 
on his part. “In extracting a 
tooth,” the court said, “the dentist 
cannot always produce the most 
favorable results, as the physical 
condition of the tooth itself must 
always be reckoned with.” 

A charge of negligence is the 
dentist’s real Nemesis in court. It 
is the basis of more lawsuits for 
alleged malpractice than all other 
charges combined. The term covers 
so much ground that accusations 
of every type of professional mis- 
conduct are likely to be laid at its 
door. In legal view, its compass is 
easy to outline. Negligence em- 
braces situations, as the Kentucky 
court once said, where “the doctor 
did that which he, in the exercise 
of ‘:proper’care, ought not to have 
done under the rules of good den- 
tal practice, or he did it so care- 
lessly as to injure the patient.” 
Proof of conduct of this kind will 
impose upon a practitioner a judg- 
ment for damages; failure of the 
patient to make the proof will ex- 
onerate the dentist. 

One practitioner, in preparing 
to administer nitrous oxide anes- 
thesia for an extraction, omitted 
the application of restraining 
straps to the patient’s wrists. The 
patient’s finger was broken by the 
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dentist when he forcibly pried her 
hand from a grasp on his body 
during the “fighting” and excite- 
ment stage of anesthesia. The den- 
tist was held liable by a New York 
court for the damages resulting 
from the broken finger. The judge 
stated, ““The conduct which caused 
the injury was not the want of 
proper professional skill, but the 
omission to exercise the degree of 
ordinary care necessary to protect 
the patient from injury.” 

Judging from the number of 
malpractice suits institutéd in Cali- 
fornia, the state is a danger zone 
for dentists. One practitioner there 
used an unsterile needle to inject 
procaine. Infection ensued, and 
the patient lost seven lower teeth 
and a portion of the lower jaw- 
bone. An operation was performed 
which left permanent unsightly 


scars on his face. He was ill, con- 


fined to a hospital, and his life 
was despaired of. He was virtually 
bankrupt with the expense of it all. 
He ultimately sued the dentist, and 
that little carelessness cost the 
practitioner $8000. 

Standards of good practice in 
many localities require a dentist 
to obtain a roentgenogram of an 
infected tooth and jawbone before 
an extraction, and to sterilize the 
gingiva before inserting a hypo- 
dermic needle and extracting the 
tooth. Failure to take these pre- 
cautions, resulting in injury to the 
patient, is a serious matter. The 
courts hold that such failure is 
actionable negligence, meaning 
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that the remiss practitioner will be 
financially responsible for the 
omission. 

One dentist injected procaine at 
the base of an infected tooth and 
extracted. the tooth without first 
taking a roentgenogram to deter- 
mine the cause of the inflamed and 
swollen condition of the gingiva, 
and without taking preliminary 
measures to reduce the infection. 
The patient developed osteomyeli- 
tis of the jawbone within a few 
days. After recovery, he took the 
dentist into court and won a sub- 
stantial damage judgment against 
him. “Negligence,” the judge said, 
“was the direct cause of the infec- 
tion which followed the extrac- 
tion.” 

A dentist is under a legal obli- 
gation to act in good faith toward 
his patient, and to advise him of 
any mishap that occurs during 
operation or treatment. A Minne- 
sota practitioner discovered that it 
is unwise to fail in this duty. A 
patient entered with an impacted 
third molar. The dentist was not 
accustomed to extracting impacted 
teeth, and he spent more than an 
hour on this one. He finally ad- 
vised the patient that he had re- 
moved it. Actually, he had not 
reached the third molar, but in- 
stead had taken some bone from 
the roof of the mouth. During the 
“extraction,” he had severed a 
nerve, causing loss of hearing. 
Another dentist later extracted the 
third molar in a matter of five 
minutes. The patient sued the first 
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practitioner, and obtained a ver- 
dict for $12,000. 

A dentist is not legally responsi- 
ble for an error in judgment, if he 
uses due care in arriving at a de- 
cision as to the course of treat- 
ment. However, if his error is so 
gross as to be inconsistent with 
the established standard of skill 
and care, he cannot shield himself 
from a judgment for damages be- 
hind the claim of mere error. A 
Georgia practitioner extracted a 
boy’s tooth with instruments that 
later were found to have been un- 
sterile. Upon discovering that the 
child’s jawbone was diseased and 
in great danger of infection, he 
failed to curette the cavity or to 
send the youth to a hospital for 
treatment. A streptococcus infec- 
tion developed in the jawbone, 
causing death. A court held that 
this conduct evidenced such in- 
competency or negligence as to 
render the dentist liable in dam- 
ages to the boy’s parents. It was 
not merely an error of judgment. 

To repeat, for emphasis, a state- 
ment previously made, it is the 
policy of the courts to assess dam- 
ages against a dentist on a charge 
of malpractice only in the event 
the patient calls as witnesses other 
members, or a member, of the pro- 
fession, who will testify that. what 
the practitioner did or failed to do 
was not in accord with the require- 
ments of good practice in the lo- 
cality. This is a general rule, 
which, like all other general rules, 
is subject to exceptions. 
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During the extraction of an im- 
pacted tooth, a New York dentist 
used a mallet and chisel. Encount- 
ering difficulty, he struck the chisel 
with such force that it broke the 
patient’s jaw. The patient ex- 
claimed, “You broke my jaw!” 
The dentist snorted, “Keep still!”, 
and continued to hammer until he 
knocked the tooth out. He told the 
patient to bring his teeth together, 
and then said, “Well, I did break 
your jaw. I guess [ hit you a little 
too hard.” The dentist was com- 
pelled by a court to pay a substan- 
tial amount for that conduct. He 
tried to escape on the contention 
that no other dentist had testified 
that his performance was not in 
accordance with good practice. But 
the court ruled: “It does not re- 
quire surgical knowledge or skill 
to apprehend that such a: -result 
would not ordinarily occur if rea- 
sonable care and skill had been ex- 
ercised by the operator.” 

There is a loophole for an ac- 
cused dentist, which is known in 
law as contributory negligence. If 
the ill consequences are caused in 
part by negligence on the patient’s 
part, he cannot obtain damages, 
even though the dentist was at 
fault. A Kentucky practitioner 
gave his patient instructions for 
treatment of the socket and relief 
of pain after an extraction, and 
advised her to return if trouble de- 
veloped. The patient failed to re- 
turn for treatment until four days 
later, when it was too late to avoid 
trouble. Her suit for damages was 
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thrown out of court because of her The breaking of hypodermic nee. 

own negligence. dies usually is included in the cate. 
Penalties also may be avoided in’ gory of accidents, if they break 

cases where the ill consequences without apparent cause during the 

of dental practice resulted as a administration of an anesthetic. 

matter of accident, without accom- | 

panying negligence or unskillful- § 527 Summit Avenue 

ness on the part of the practitioner. Hagerstown, Maryland 


sO YOU KNOW SOMETHING ABOUT DENTISTRY! 


10. 





ANSWERS TO QUIZ XCVIII 
(See page 1599 for questions) 


. The occluding cusps of the dentition peen or spread the soft gold 


thus making for better retention. (Smyd, E. S.: The Mechanics of 
Dental Structures, JADA 44:191 [February] 1952) 


. (a) platysma myoides, (b) digastric, (c) mylohyoid, (d) genio- 


hyoid, (e) buccinator. (Schweitzer, J. M.: Oral Rehabilitation, St. 
Louis, C. V. Mosby Company, 1951, page 63) 


. (b) no effect. (Shepro, M. J.: Oral Manifestations of Metabolic 


Disturbances, JADA 43:553 [November] 1951) 


. True. (Accepted Dental Remedies, ed. 17, American Dental Associ- 


ation, 1952, page 79) 


. A superficial ulceration, limited to the angles of the mouth, which 


appears in children of school age. (Blair, V. P.; and Ivy, R. H.: 
Essentials of Oral Surgery, ed. 4, St. Louis, C. V. Mosby Company, 
1951, page 545) 


. (a) much slower. (Epstein, Sidney: An Analysis of Airbrasive 


Procedures in Dental Practice, JADA 43:578 [November] 1951) 


. (a) tooth-borne, (b) tissue-borne, (c) tooth and tissue borne. 


(Standard, S. G.: Problems Related to the Construction of Com- 
plete Upper and Partial Lower Dentures, JADA 43:699 [December] 
1951) 


. (b) speeds. (Goldman, H. M.: Periodontia, ed. 2, St. Louis, C. V. 


Mosby Company, 1949, page 42) 


. True. (Sicher, Harry: Oral Anatomy, St. Louis, C. V. Mosby Com- 


pany, 1949, page 108) 
Enunciation of the letter S. (Kyes, F. M.: Pitfalls in a Full Denture 
Service, JADA 43:660 [December] 1951) 
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A Plan For Military — 
Dental Care and 
Priority TTT 


Registrants 








BY EDWARD J. RYAN, D.D.S. 


ANY PLAN that would assure ade- 
quate dental care for our Armed 
Forces and at the same time pre- 
vent the induction into military 
service of appreciable numbers of 
dentists registered under Priority 
If}, should be given attention by 
the Congress. 

The most pressing dental prob- 
lem is to place the mouths of the 
18-to-24-year age group in such 
condition that they will be free 
from dental pain and will be able 
to eat properly during their two- 
year period of military duty. The 
dental problem, therefore, con- 
fronts the Armed Forces immedi- 
ately upon the entrance of young 
men into military service. If their 
dental conditions are adequately 
treated when military duty is be- 
gun, the favorable condition can 
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Military personnel can obtain 
adequate dental care, under 
the terms of this proposal, 
without disruption of dental 


service in home communities. 


be maintained during their period 
of service by dental officers with- 
out the expenditure of too much 
time, money, or personnel. The es- 
sence of the plan is this: A com- 
plete treatment program at the time 
of induction, a maintenance pro- 
gram during the period of service. 

Attention should be given to a 
dental program similar to the Vet- 
erans Administration plan of 
home-town dental care. In a pro- 
gram of this type an inductee or 
an enlistee would be given a period 
of 30 to 60 days from the time he 
entered military service to allow 
him to have his dental conditions 








1614 


treated before he reported for ac- 
tive duty. An examination would 
be made and a chart of treatment 
prepared: by an Armed Force 
dental officer. Full treatment would 
be mandatory. The enlistee or in- 
ductee would be allowed to have 
the treatments performed by his 
personal dentist, if he preferred, 
and have the services paid for by 
his family. If family funds were 
not available, the services would 
be performed by any dentist reg- 
istered as a participating dentist 
under the present Veterans Ad- 
ministration dental program and 
at the fee schedules of the Vet- 
erans Administration. The service 
would be paid out of federal funds. 

All dentists in Priority III 
would be required to register for 
this service and would agree to 
give first attention to these dental 
demands made by recently induct- 
ed military personnel. Any other 
ethical dentist who wished to reg- 
ister for the program would be 


permitted to do so, as is now the | 


case under the Veterans Adminis- 
tration program. 

After the dental services were 
completed and.before the expira- 
tion of 30 or 60 days from the 
time of induction into the military 
service, the young men would re- 
turn to an Armed Force dental 
officer to have the service approved 
before payment was made from 
government funds. 

The merits of such a plan are: 

1. It would allow free and vol- 
untary choice among military per- 
sonnel to select the dentist of their 
preference. 
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2. It would spread the work 
load of dental care among the 
15,000 Priority III registrants 
and among the remainder of the 
dental population who wish to 
participate. 

3. It would permit the Priority 
III registrants among the 40-to- 
90-year age group to remain at 
home and in civilian practice to 
care for other members of the com- 
munity who also need dental care. 

4. It would cost the government 
far less now and in the years 
ahead. 

With the Veterans Administra- 
tion home-town, family-dentist 
program and fee schedules, we 
have the organization and the ex- 
perience to anticipate how a vol- 
untary program would work. From 
the records of the Dental Corps of 
the Armed Forces, we know what 
the dental needs are of the 18-to- 


24-year age group. From these sev- - 


eral sources, it would not be a difh- 
cult statistical undertaking to de- 
termine the amount of money 
needed as an appropriation from 
the Congress. 

Such a program is proposed to 
suit present military conditions. 
It would not work in time of total 
war. A program that is voluntary, 
that allows free choice, that does 
not disrupt community dental 
service, that does not destroy fam- 
ily life, that is not discriminatory 
against one group in the popula- 
tion, should be given honest con- 
sideration. 


708 Church Street 


Evanston, Illinois 
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New York (New York) Times: Doc- 
tor Francis L. Golden, a former Jersey 
City dentist who gave up dentistry in 
1928 in favor of politics and writing, 
died at the age of 52 after a long illness 
at his home in Princeton, New Jersey. 
Author of several books and newspaper 
columns, Doctor Golden served as ad- 
ministrative aide to Governor Harold 
Hoffman in 1934, and had been assistant 
personnel officer since 1938 in the State 
Division of Employment Security in the 
Department of Labor, which is under 
the direction of the former governor. 
Over the years, he also found time to 
contribute excellent - articles to ORAL 
HYGIENE. 


Pittsburg (Kansas) Sun: A piece of 
walnut from a tree owned by his great 
grandfather, has been fashioned into a 
gun stock by Doctor O. B. Gentry of 
Girard, president of the Kansas State 
Dental Association. The walnut tree was 
set out many years ago by Doctor Gen- 
try’s late father, and although much of 
the wood was used for building pur- 
poses, he presented this piece to his son 
for use as a gun stock. Doctor Gentry, 
who enjoys woodworking as a hobby, 
spent many of his leisure hours shaping 
the piece of walnut for his favorite 
shotgun. 


Bangor (Maine) Daily News: Doctor 
Jay Rice Moody, a dentist of Newport, 
Rhode Island, and Mrs. Moody, recently 
enjoyed a motor trip to Maine in their 
1908. Overland automobile. Antique 
automobiles are Doctor Moody’s hobby 
and he has several which he keeps in 
perfect mechanical condition. Tires for 
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the Overland are difficult to obtain, 
since the wheels are not of standard 
size. However, a flat tire occurring on 
the Maine trip presented no problem, 
as Doctor Moody carried three “spares.” 
He does not recommend this hobby 
for anyone in a hurry. The 1908 Over- 
land travels at 25 to 30 miles an hour. 
“We just cruise along at our leisure,” 
Doctor Moody said, “and nearly every- 
body passes us.” Once he remembers 
passing a horse and wagon, which per- 
mitted his wife to shuut at the driver, 
“Why don’t you get a motor?” . 


Los Angeles (California) Times: Doc- 
tor Agnes Wibek, a Danish dentist and 
protege of the American Federation of 
Business and Professional Women’s 
Clubs, was a recent visitor at a meeting 
of the California Federation held in Los 
Angeles. Doctor Wibek was the first 
dentist sent by the Danish government 
to Greenland to practice dentistry, 
where she used a boat as a means of 
transportation to perform dental serv- 
ices, At the present time, Doctor Wibek 
is a voting delegate of the Danish Den- 
tal Association. 


New York (New York) World Tele- 
gram and Sun: Doctor Henry R. Redka, 
a dentist of Mount Vernon, spends his 
weekends searching the out-of-doors for 
unusual flowers, grass, or weeds to serve 
as subjects for his photographs. Doctor 
Redka engages in his hobby of photo- 
graphing these objects at close range 
in the stillness of the early morning 
hours, since any slight movement, even 
the vibration caused by a passing truck, 
will produce a blur on a negative. 
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Before a dandelion or the chosen sub- 
ject can be photographed, Doctor Redka 
washes it carefully, removes all dirt 
specks with a small tweezer, and re- 
moves any insects, which would destroy 
the composition of the picture. He elim- 
inates imperfections in the plants by 
trimming and plucking, and sometimes 
finds it necessary to sew petals into po- 
sition with a needle and thread. Each 
subject is sprayed with plastic to make 
its leaves shine, and carefully placed in 
a test tube of water until 3 a.m., the 
hour Doctor Redka finds most satis- 
factory for his photography. 


Fargo (North Dakota) Forum: While 
Doctor A. B. Brudvik of Mohall was 
repairing his hot water tank, the safety 
valve on the pumping system of the well 
blew out and the dentist discovered he 
had a gas well. The well, drilled for 
water 12 years ago to a depth of 614 
feet, is located in Doctor Brudvik’s front 
yard, on the main street of Mohall. 
When the gas was lighted, flames 
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reached a height of 10 feet, and the gas 
has continued to burn since then. Doc- 
tor Brudvik hopes to be able to make 
use of the gas to heat his building. 


New York (New York) Post: Doctor 
Eugene Engeskirger, a vacationing den- 
tist from Erie, Pennsylvania, performed 
an emergency operation when a fan 
blade from a small gasoline engine 
severed tendons and caused an eight- 
inch, bone-deep cut in the arm of Ernie 
Ladouceur, operator of a fishing camp 
near Fort Coulonge, Quebec. To close 
the deep gash, the dentist used a fish- 
hook for a needle and fishing line for 
the suture. Whiskey and headache pills 
served as emergency anesthetics for the 
operation. 

While Doctor Engeskirger repaired 
the severed tendons and stitched the 
cut, camp guests made a 10-mile trek 
through dense brush to telephone for 
the airplane, which later flew the 
wounded man a distance of 70 miles to 
the nearest town. 


Awards for items published in this month’s Dentists IN THE News 


have been sent to: 


Harold O. Taylor, 409 West Adams, Pittsburg, Kansas. 

L. J. Siegel, P.O. Box 46, Crompond, New York. 

O. T. Olson, D.D.S., 107144 Broadway, Fargo, North Dakota. 

Harriett Shipley, Route No. 3, Council Bluffs, Iowa. 

D. P. Bender, D.D.S., 180 Lexington Avenue, New York, New York. 

I. F. Landeen, 170 Main Street, Dexter, Maine. 

Alexander Golemba, D.D.S., 901 Walton Avenue, New York 52, New York. 


CAN YOU USE A DOLLAR? 


TO EVERY READER who contributes a newsworthy item, something unusual about a 
dentist, which is published in Dentists in the News, we will send promptly a crisp, 
new one-dollar bill. Every clipping must be taken from a newspaper and carry the 
name of the publication and the date line. Clippings submitted cannot be returned. 
When more than one copy of a clipping is submitted, the first one received will 
be used. Send all items to Dentists in the News, OraAt Hycrene, 708 Church Street, 


Evanston, Illinois. 
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Getting Good Cash 


























BY ARTHUR H. LABAREE 


AFTER YOU have treated a patient 
faithfully and well, does it raise 
your blood pressure to have his 
check, in payment of your bill, re- 
turned by the bank, marked “in- 
sufficient funds”? 

Do not let it disturb you, for 
that “rubber” check is, in most 
instances, as good as one that is 
certified, although more trouble- 
some to collect. That check is now 
a Sword of Damocles hanging over 
your patient’s head, waiting for 
you to drop it. 

The best procedure is to wait a 
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for Bad Checks 


If handled with care checks 
marked “insufficient funds” 


can yield full payment. 


day or two, then telephone the 
bank on which the check was 
drawn and inquire whether it is 
now good. The patient may have 
made a deposit large enough to 
cover it. Perhaps he drew against 
uncollected funds—that is, he de- 
posited checks himself and drew 
against them to pay you before his 
checks could be collected. The no- 
tice from your bank then might 
have read: “Drawn against uncol- 
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lected funds,” but occasionally the 
bank’s bookkeeping department 
merely uses the “insufficient funds” 
notation. If the bank says the check 
is good, lose no time in presenting 
it to be cashed or, if you are not 
known at the bank, to be certified. 
Then your worries are over. 

However, if the check is still 
dishonored, stern measures are in- 
dicated. By telephone or letter, in- 
form your patient that, unless he 
makes good his check immediately, 
you will take it to the District At- 
torney’s office and file a complaint 
against him. He has committed a 
misdemeanor for which he is liable 
to arrest and imprisonment. Tech- 
nically, you may be condoning his 
crime, thus committing a criminal 
offense yourself, by not prosecut- 
ing him at once, but to my knowl- 
edge, no recipient of a bad check 
has ever been prosecuted for de- 
manding that it be made good. 

If you do not care to contact the 
patient, turn the check over to your 
attorney or collection agency. This 
will entail a fee or commission, 
which you can save by acting for 
yourself. Usually the mention of 
the District Attorney is sufficient 
to have that check made good. 

Never return the check to the 
writer, possibly with a polite note 
to the effect that you are certain 
his action was an oversight which 
he will be happy to remedy. If you 
return the “rubber” check, you 
have no more recourse than if you 
had received no check. You can be 
certain that his act was not an 
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oversight and he may have sent 
the check merely to stall for time. 

To save face, the patient may 
pretend indignation. It was the 
fault of the bank. The bank made 
an error in his account, not the 
patient. Do not be concerned at 
the thought that you may have 
done the poor fellow an injustice. 


Technical Errors 

Checks drawn against insufh- 
cient funds are not the only ones 
returned uncashed by your bank. 
There are other reasons, some 
merely technical and easily reme- 
died. A check may reach you un- 
signed, or undated. Failure to sign 
the check probably is an oversight 
and usually it is safe to mail the 
check to the patient with a request 
that it be signed and returned to 
you. If undated, insert the date 


yourself, preferably with a rubber _ 


stamp. 

A check may be returned to you 
with the notation “account closed.” 
In many states, this is equivalent 
to a check marked “insufficient 
funds” and should be treated ac- 
cordingly. The same is true of a 
check marked “‘no account,” which 
definitely brands the maker as a 
phony who probably never had an 
account in any bank. 

For one reason or another, your 
patient may stop payment on a 
check after sending it to you. While 
this is not a crime, the check is 
proof of the debt and is the best 
evidence in a civil court. The only 
defense to it is the allegation of 
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duress, fraud, or other unconscion- 
able action on your part. 

The check dated ahead, known 
as a post-dated check, poses a some- 
what different situation. Even 
though it is returned marked “in- 
suficient funds,” the maker has 
not committed a crime. What he 
actually gave you was a promis- 
sory note, agreeing to pay you on 
a certain future date. Again, it is 
the best evidence if you sue him. 
The burden of proof that the check 
was post-dated is on the patient. 
If you held it for a day or two after 
the given date, who could prove 
you received it before its due date? 


“Paid in Full’ 

Another type of check that you 
may receive frequently is marked 
on the back “paid in full.” The pa- 
tient has decided what the amount 
of your fee should be. Inevitably 
the check is less than the amount 
of your bill. Many dentists are 
puzzled over how to handle this. I 
have been assured by competent 
legal authority that those words 
should be crossed out and the 
check deposited in the ordinary 
manner. After waiting a sufficient 
length of time so that the patient 
cannot stop payment on the check, 
send him a new bill for your origi- 
nal fee, entering the amount of his 
check as “paid on account” and 
the remainder as “balance due.” 
Some authorities contend that 


whether or not you cross out his 
“paid in full,” you still can accept 
the check as a partial payment. A 
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patient may send you a check in 
part payment of your bill and, 
after the cancelied check is re- 
turned to him, write “paid in full” 
over your endorsement. Nearly all 
banks, however, now reproduce 
each check on microfilm, so that 
the film, if produced in court, 
would refute his argument effec- 
tively. 

The printed slip which the banks 
enclose with a returned check, 
contains in one instance 34 pos- 
sible reasons for rejection, the one 
applying being so marked. There 
are about nine reasons that are 
likely to be encountered. In addi- 
tion to those discussed, the endorse- 
ment or the body of the check may 
be incorrect, or the maker may 
have died. Banks learn with un- 
canny speed of the death of a de- 
positor and immediately refuse to 
honor any outstanding checks, 
contending that the matter now 
must be settled by the estate of 
the deceased. 

If your patient is a stranger, es- 
pecially if he is a transient visitor 
to your community, do not accept 
a check in payment of your bill if 
you can avoid it. Have him pay 
you in cash or demand proper and 
sufficient identification. Above all, 
do not cash a check for an amount 
larger than your bill and give him 
the change. And a check drawn on 
a “special account” that requires 
no minimum balance is especially 
risky. The maker may not have two 
cents on deposit and be so desti- 
tute that suing him, or even hav- 
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ing him arrested, would be useless. 

One method remains by which 
you may obtain nearly all of your 
money from an otherwise worth- 
less check. If you are friendly with 
an officer of the bank on which the 
check is drawn, you may be able 
to learn how large a deposit is 
needed to make the check good. 
Your friend, the banker, may say: 
“T can’t give you the amount of 
this depositor’s balance. Our rules 
don’t permit it. However, you hold 
his check for $50. If you deposit 
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$8 in cash to his account, we'll 
cash the check for you.” It would 
pay you, in that event, to deposit 
the amount required to cover this 
check. You have been paid all but 
a small portion of your bill and 
you probably can collect that. 

To sum it all up: It’s easier than 
you think to get good cash for bad 
checks! 


161-01 89th Avenue 
Hotel Regent 
Jamaica 2, New York 


SOCIAL CHANGES INFLUENCE SCHOOL DENTAL PROGRAMS 


“It MUsT be understood that in providing services by boards of edu- 
cation to public schools, no discrimination for. financial, race, color, or 
creed reasons may be used to exclude any child from such services. If 
then, any or all parents of children enrolled in public schools were to 
choose to have dental treatment rendered by personnel employed in the 


schools, and such treatment were to be provided free, boards of educa-— 


tion would be obliged to include in their budget, funds to make such 
services available to all children. 

“To speculate on the size to which such a program could grow, could 
result in fantastic figures in dollars spent and the number of dentists 
or dental personnel required. Any dentist having read this, who is really 
interested in preventing a state-wide social health service program, will 
be interested in advocating that our educators give greater consideration 
to education for prevention, and that some more realistic, easier-to- 
control program for services be planned. 

‘Social changes that are already in operation, combined with a com- 
plete treatment program in our public schools, would in two or three 
generations result in a complete socialization of our health professions, 
and the public—more than the professions—would eventually be the 
losers.”—-Huco M. Kutstap, D.D.S., Southern California State Dental 
Journal. 











% 





Cut 
pow: 








tal 























TECHNIQUE of the Month 





Conducted by W. EARLE CRAIG, D.D.S. 


Drawings by Dorothy Sterling 


Lower Impression Technique With 
Minimum Amount of Compression 


BY L. KANTOR, D.D.S. 
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Take an overextended 
modeling-compound _ im- 
pression in a stock tray. 





Trim impression enough to 
clear all muscle interfer- 
ence. 


Make all corrections on 
periphery (with com 
pound) as you wish them 
to be in the finished den- 
ture. 
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Cut away all of the com- 
pound in the main body of 
the tray, leaving only the 
peripheral margins. 





Mix and spread any algin- 
ate over the tray. Take 
impression without undue 
pressure. 


The finished impression 
should not show any com- 
pound. Little adjustment 
will be necessary because 
tissue has not been com- 
pressed. 








EDITORIAL COMMENT 
































“Give me the liberty to know, to utter, and to argue freely I 
according to my conscience above all liberties.” John Milton ¢ 
MILITARY DUTY FOR PRIORITY III REGISTRANTS ' 


THESE ARE uneasy times for the 15,000 dentists registered in Priority ? 
III under the Selective Service System. They are the dentists who have t 


had no military service since September 16, 1940, and who have not : 
yet reached their fifty-first birthday. From this group will be selected h 
dentists to replace those who have completed their two years of military § ¢. 
service and are to be released to civilian status. d 


It is believed that all Priority I and Priority II registrants have been P 
called to active duty during October 1952. In November, 200 dentists 
will be called from Priority III. From this date, therefore, the require. §  ¢} 
ments for the Armed Forces will continue to be met from registrants § th 
in Priority III] and-from recent graduates. Unless the Korean war is — A 
expanded there is little likelihood of calls being made of registrants in Bt 
Priority IV (veterans). ar 

Whu are the dentists in Priority III? They are, of course, under 51. § ¢h 
They have had no previous military service. Many of them were rejected §  w; 
for physical reasons when they were called for induction or applied for J ye 
commissions during World War II. Some were deferred during the war 
years, because they were considered essential. This number includes J ¢ 
teachers in dental colleges and dentists in smaller communities. There § th, 
are others who escaped a call from a draft board during the war, who § th 
did not apply for a commission, or who were not considered essential. J w; 
The Priority III registrants in these categories would appear par- § pe 
ticularly vulnerable to call for military service at this time. 

The Priority III registrant, who can show evidence that he was re- 
jected for military service during the World War II years because of 








physical disability, is in a strong position to contend that with the 
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passage of years his physical status has not improved. Hypertension, 
heart murmurs, diabetes, asthma, arthritis, are examples of conditions 
that are not likely to improve as one grows older. The registrant who 
can present no evidence to show that he was rejected for military 
service, and who appears presently robust enough to engage in civilian 
practice, is more likely to be called for military duty. There will be a 
surprising number of waivers made for physical defects. 

Most of the registrants in this vulnerable group are between forty 
and fifty. They are men in the age group where family obligations are 
heaviest. A two-year period of military service would be a hardship on 
many of them, but they can expect little sympathy on this point from 
their young confreres who are veterans of World War II. Actually there 
is a derisive joy being expressed by dentists in many communities who 
have had their tour of duty and are anxious to see some of their older 
colleagues have the same experience. Few of these older men may expect 
deferment for reasons of essentiality in the community. The veterans in 
Priority IV are answering that argument! 

After listening to the panel discussion on the military situation at 
the September 1952 American Dental Association meeting and reading 
the reports from Selective Service officials, one must agree with Howard 
A. Rusk, M.D., an Editor of the New York Times: “It is impossible now 
to predict with any degree of accuracy how many of the physicians 
and dentists in Priority III will be called eventually for military duty. In 
the fiscal year starting next July 1, it is estimated that the Armed Forces 
will require 4100 physicians and 1700 dentists as replacements, and the 
year following they will need 7200 physicians and 4500 dentists.” 

If the Armed Forces continue to expand, and we undertake military 
commitments throughout the entire world, we are certain that many of 
the registrants in Priority III will be called for duty. Every dentist in 
the 1A classification, the forty to fifty age group, should plan his affairs 
with the realistic attitude that he may be in military service for a 
period of two years. If he is not, good luck is his lot. 


Ed vmedf Payee 








ASK Oral Hygiene 





Please communicate directly with the department Editors, V. Clyde Smedley, D.D.S., 
and George R. Warner, M.D., D.D.S., 1206 Republic Building, Denver, Colorado, 
enclosing postage for a personal reply. 


Calcium Hydroxide 


Q.—Last year I enrolled in the post- 
graduate telephone course sponsored by 
the University of Illinois. Among the 
topics discussed in the course was the 
“Clinical and Physical Appraisal of 
Dental Materials” and one of the speak- 
ers reported on pulpal response to res- 
toration materials. After the subject was 
covered there was a discussion among 
the several men on the program and 
various questions were asked and ans- 
wers given. One dentist mentioned cal- 
cium hydroxide as an ideal temporary 
or sedative restoration, and also as a 
cavity-lining base since it irritated the 
pulp least. The local dental supply houses 
have sold a preparation containing cal- 
cium hydroxide mixed with other med- 
icaments but it has been unsatisfactory. 
After being used 3 or 4 times, the mat- 
erial dries and hardens in the container 
and is of no further value. The supply 
salesman suggested buying some calcium 
hydroxide in a drug store and mixing it 
with water to form a paste. 

I should like your opinion on this res- 
toration material as compared with zinc 
oxide and eugenol, which I have used for 
several years. 

I also should appreciate suggestions 
as to how and where to buy it and in- 
structions for mixing—J. F. R., New 
York. 


A.—I heard the telephone lecture 
of which you write and I was disap- 
pointed in what was said about 
calcium hydroxide, because of clin- 
ical experience in our office nearly 
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three years ago. We had read an 
article published in a British dental 
journal on the use of calcium 
hydroxide for pulp capping, and 
despite our success for many years 
in capping exposed pulps with 
sedative cement, we tried the cal- 
cium hydroxide. Our trial was a 
failure, and while we recognize 
that our trial does not give a fair 
evaluation of a material, we did 
not want to take the chance of 
losing another pulp. 

We bought our calcium hydrox- 
ide in a local drug store and made 


a paste of it with water. We had no. 


difficulty in handling it, so I do not 
know of any more specific instruc- 
tions about its purchase or mixing. 
—GEorGE R. WARNER. 


Discomfort from Dentures 

Q.—I have a patient for whom I have 
made full dentures (upper and lower) 
which apparently turned out success- 
fully. He has excellent ridges for wear- 
ing dentures and the adjustment was 


comparatively easy. Nevertheless, when- 


ever he wears them he has a headache. 
He does not complain of sore spots any- 
where in his mouth, but I cannot under- 
stand the cause of his headache when 
wearing the dentures. 

He is 62 years old. After his extrac- 
tions he did not wear dentures for five 
years. 
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I should appreciate greatly any advice 
you might give me in this particular 


case.—M. W. A., California. 

A.—It is undoubtedly a great 
mistake for a patient to remain 
edentulous for five years and ex- 
pect to be. fitted with dentures that 
can be worn without a great deal 
of difficulty and perseverance on 
his part. 

I cannot say why headaches can 
be caused by the wearing of well- 
fitted dentures but it occurs to me 
that the symptoms might be relieved 
if the bite were closed somewhat. 
If the patient would persist in wear- 
ing the dentures despite headaches 
he would learn to tolerate them 
without discomfort-—V. CLYDE 
SMEDLEY. 


Discolored Tooth 

Q.—Enclosed you will find a roent- 
genogram showing the deciduous upper 
right central of a 20-month-old child. 

The child’s mother brought her in be- 
cause the tooth was discolored as a result 
of a number of falls. The discoloration 
indicates that the tooth is probably non- 
vital. The root end is not fully developed 
and the pulp canal is wide open at the 
apex. 

What can be done for the patient, in 
view of the fact that she is still so young? 
—M. S., Nebraska. 

A.—At this early age I would 
certainly advise not attempting to 
do anything with this central unless 
the gingiva over it should become 
swollen or sore. In this case, ex- 
traction would be indicated. 

Extraction of an upper deciduous 
incisor does not result in a lack of 
normal ultimate development of 
the arch for the reception of the 
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permanent teeth, so the loss of this 
tooth would not result in per- 
manent harm as the loss of a de- 


ciduous molar might.—V. CLYDE 
SMEDLEY. 


Excessive Salivation 

Q.—I recently made a full upper dent- 
ure for a 70-year-old patient. During the 
six weeks he has worn it, he has been 
troubled with excessive salivation mak- 
ing it difficult for him to keep the dent- 
ure in place. 

He stated that prior to this his mouth 
had a tendency toward dryness, and 
showed how a physician had demon- 
strated to him his lack of tissue fluid by 
pinching his flesh; the ridge of flesh 
remained raised for several moments. 

The vertical dimension compares favor- 
ably to measurements I made before ex- 
traction and the occlusion seems satis- 
factory. The patient’s upper anterior 
teeth had been missing for years. 

Any advice you can give me will be 
appreciated.—E.P.C., Connecticut. 

A.—It is not unusual for the flow 
of saliva to increase upon the in- 
sertion cf new dentures. If he per- 
sists in wearing them long enough 
the patient becomes accustomed to 
their presence in his mouth and the 
saliva flow will return to normal. 


—V. CLYDE SMEDLEY. 


Reducing Calculus 

Q.—Please advise me regarding the 
possibility of reducing the formation of 
calculus, both salivary and serumal, by 
any of the following means: 

1. Dietary control. 

2. Vitamin or other supplements to 
the diet. 

3. Therapeutic agents to be taken 
internally, either regularly or tem- 
porarily.—G. H. S., New York. 

A.—I recall reading a reportsome 


years ago of research done, I 
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believe, by Doctor G. V. Black, 


which seemed to prove that calculus 
formation can be controlled or pre- 
vented by diet regulation. The pre- 
scription is to eliminate or greatly 
reduce the carbohydrate intake in 
order to reduce or entirely prevent 
the formation of calculus.—V. 
CLYDE SMEDLEY. 


Dry Lips 
Q.—I have a patient, a woman 50 years 
of age, who complains of excessively dry 


lips. This condition has bothered her | 


for over a year now, and the patient 
claims it began with extensive dental 
treatments at that time. Medication of- 
fers no lasting relief. 

Do you know what the cause may be? 
—W. A. B., New Jersey. 

A.—The fact that the incidence 
of dry lips in your patient’s case 
started “with extensive dental treat- 
ment” would seem to indicate that 
there was something about the 
dental service or its results being 
in causal relation to her disorder. 
It is not uncommon for patients to 
suffer with dry or cracked lips or 
even labial herpes as a result of 
dental operations. These cases 
always, in my experience, clear up 
in a relatively short time. 

Your case, having persisted for a 
year, presents a real problem and 
requires serious study. One writer’ 
suggests that dry lips may be caused 
by avitaminosis. To check this pos- 
sibility a thorough physical ex- 
amination would be required and 
a careful evaluation of the diet. 


1Miller, S. C.: Oral Diagnosis and Treat- 


ment Planning, Philadelphia, P. Blakiston’s 


Sons Company, Inc., 1936. 
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Another writer? gives a long list 
of irritants as possible causes of dry 
lips: “tobacco; certain kinds of lip- 
stick containing a photosensitizing 
agent, for example, eosin; certain 
tooth, pastes; certain drugs. taken 
internally, especially coal-tar pro- 
ducts (acetanilid and antiphrin), 
luminal, veronal, salicylates, pheno- 
thalein, and others.” The same 
author says the treatment consists 
in the removal of the cause and the 
use of soothing applications. 

I would suggest, in addition to 
the foregoing, that you make sure 
there is no infection in the mouth, 
that the occlusion is normal, and 
that the patient does not have any 
bad habits, such as mouth breath- 
ing or licking her lips. In addition 
to having a vitamin-rich diet, she 
should have at least two quarts of 
water daily —GEorGE R. WARNER. 


Mercury Allergy 

Q.—Not long ago I read in ORAL 
HycienE of the case of the dentist in 
Minneapolis having trouble with a seven- 
year-old patient who is allergic to mer- 
cury. Your answer to him stated that it 
was the first such case that you had heard 
about. 

I thought perhaps you would be in- 
terested in knowing that I have a similar 
case. My patient, a girl 10, has the same 
condition. Twenty-four hours after an 
amalgam restoration has been placed in 
her mouth, she breaks out in hives.The 
reaction continues for two or three days, 
then it disappears. I have placed eight 
amalgam restorations in this patient’s 
mouth at seven-day intervals and each 
time she has broken out in hives. The 





2Prinz, Hermann and Greenbaum, S. S.: 
Diseases of the Mouth and Their Treatment, 
Philadelphia, Lea and Febiger, 1935. 
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last treatment was a silicate restoration 
in the anterior teeth and she had no 
reaction. This indicates to me that she is 
allergic to mercury.—E. F. G., Kansas. 

A.—I appreciate your kindness 
and thoughtfulness in writing me 
about your experience with aller- 
gic reactions of a young patient to 
amalgam restorations. Your ex- 
perience and that of the Minnesota 
dentist give me a new and different 
idea about the possibility of al- 


lergic reaction from such restora- . 


tions. Only a careful research 
project could demonstrate whether 
the reaction results from the mer- 
cury or the combination of metals. 
—GEoRGE R. WARNER. 


Excessive Tissue 

Q.—What is the best way to handle 
the following case? The patient has 
worn full upper and lower dentures for 
many years. The lower denture never 
fit properly, and as a result there is a 
great deal of loose and flabby tissue on 
and connected to the lower ridge. 

Would it be advisable to remove this 
tissue before constructing the denture 
and how should it be done? Advise 
step-by-step procedure.—D. I. H., North 
Dakota. 


A.—It would be advisable to 
make a roentgenogram of this 
edentulous mandible and if, as is 
frequently the case in such an ex- 
cessively resorbed jaw, there are a 
series of sharp spicules of bone 
present to irritate the gingival tis- 
sue from beneath upon the slightest 
pressure, an operation should be 
performed to reduce the serratus 
osteotum to a smooth bone hase 
and some of the folds of scarred 
gingival tissue could be removed 
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at the same time. If, however, the 
bony base is reasonably smooth, 
you might use a procedure that I 
have followed in a similar case. 

When the mouth was as free 
from interfering saliva as possible, 
I filled a flat lower impression tray 
with soft plaster, then filled the 
floor of the mouth with soft plaster 
of the same mix. The filled tray 
was vibrated into place absolutely 
without pressure. The result was 
an over-sized impression of all the 
tissue covering the mandible with- 
out displacement or distortion. Be- 
fore pouring the impression, I 
scraped off the projecting ridges 
which represented the bottoms of 
the grooves that had been cut into 
the mouth tissues by the ill-fitting 
denture. I then poured a cast and 
on the cast again scraped down all 
the projecting ridges to a smooth 
surface, which produced a denture 
with a smooth, rounded tissue- 
bearing surface to which the trau- 
matized tissue adapted itself. The 
denture was worn with comfort.— 
V. CLYDE SMEDLEY. 


Early Caries 


Q.—I am writing to you concerning 
a 16-month-old child (female). She has 
twelve erupted deciduous teeth, eight 
of which are carious, with probable 
pulp exposures on the deciduous molars. 
The upper four anteriors are carious 
along the gingival margins, and the 
molars have occlusal caries. 

I was shocked to see a child of this 
age with such poor dental health. The 
parents, as well as myself, are con- 
cerned over her dental future and the 
present course of treatment. The child 
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has enjoyed good general health and 
has had a satisfactory diet. The teeth 
on the father’s side of the family are 
good—on the mother’s side, inferior. 

I should appreciate an outline of 
treatment, and knowing what tests, if 
any, should be given this child.—L. W., 
New Hampshire. 

A.—The case presented in your 
letter is most unusual, and consid- 
ering the child’s good health and 
good diet, quite inexplicable. It 
would be wise, however, to consult 
the child’s pediatrician for a pos- 
sible explanation of the condition. 

In similar cases in which only 
the anterior teeth were involved, 
I have had good results in arrest- 
ing caries and reducing sensitive- 
ness by the use of silver nitrate. 
I have made no attempt to remove 
caries but have applied the silver 
nitrate and precipitated it with oil 
of eugenol every two or three 
months. The caries in the molars 
presents a more serious problem, 
and if possible, the services of a 
pedodontist should be enlisted.— 
GreorcE R. WARNER. 


Sinus Opening 


Q.—I have a patient who had an 
opening into the maxillary sinus through 
the distobuccal root of the second molar. 
There is still a slight opening there, 
and it breaks through occasionally 
when he blows his nose. The patient, 
says there is no unpleasant taste or 
odor. He has had a sinus condition for 
a long time and thinks this opening has 
improved it. Would you close the open- 
ing?—W. I. H., North Carolina. 

A.—We collaborate with an oto- 
laryngologist in the treatment of 


such cases as you describe. It is 
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believed that an oral sinus opening 
will induce a chronic sinusitis, so 
we close such openings and depend 
upon the otolaryngologist to keep 
the sinus washed until the oral 
wound is healed and the sinus 
healthy.—GrEorcE R. WARNER. 


Ulceration After Anesthesia 

Q.— What causes ulceration after in- 
jection? Possibly it is a faulty infiltra- 
tion technique, but since I never had 
any trouble prior to changing my anes- 
thetic solution, I prefer to think the 
solution is the cause.—S. M., Pennsy]- 
vania. 

A.—Inasmuch as the ulceration 
of the tissue at the site of the in- 
jection of the anesthetic solution 
has occurred only since changing 
to a new solution, you would seem 
justified in blaming the solution. 

There are two questions to be 
considered in connection with your 
difficulties: first, are the syringe 
and needle sterile; second, is the 
anesthetic solution isotonic? 

It can be assumed that your en- 
tire technique is correct—you have 
an unbroken chain of asepsis and 
you do not inject too rapidly, or 
you would have had trouble be- 
fore using the new solution. Take 
the matter up with the manufac- 
turers of the new solution through 
the salesman from whom you 
bought it, or use your former so- 
lution.—GEorGcE R. WARNER. 


Vincent’s Angina 


Q.—I am treating a stubborn Vin- 
cent’s angina with 3 per cent chromic 
acid followed by sedium perborate as 
a home treatment. Avoidance of spicy 
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foods and smoking has been advised, 
and the intake of fruit juices recom- 
mended. The condition clears up for a 
few days and then recurs. What further 
treatment would you recommend?— 
B. A. H., Wisconsin. 

A.—After overcoming the first 
acute conditions of Vincent’s in- 
fection by the method you used or 
by the parenteral use of penicillin, 
a thorough course of subgingival 
curettage should be instituted. 
Meticulous home care is necessary 
and vitamin C—orange, grapefruit, 
tomato, and other juices—should 
be used liberally. As Vincent’s in- 
fection is often an indication of 
lowered resistance, the general 
health should be looked into and 
any deficiency corrected.—GEORGE 
R. WARNER. 


Candy and Beverages in Schools 

Q.—As school dentist, I attempt to 
promote school health policies that will 
be in the best interests of the children. 

The question of selling candy and 
serving of sweetened beverages at 
school, has recently come in for con- 
siderable attention. Previous arguments 
against these practices have met with 
little success; but at this time, if 
enough evidence can be shown to war- 
rant discontinuing them, progress may 
be made. 

The situation varies somewhat in each 
of our seven schools. In three, white 
milk, chocolate milk (formula: 3 
pounds of sugar and 4% pounds of 
chocolate per 10 gallons of fluid, with 
a 2 per cent butterfat content), and 
orange drink (formula: 9 pounds of 
sugar per 10 gallons of fluid with 
orange concentrate), are served at 
10:30 am. The child is allowed to 
order whichever drink he chooses. In 
one school, no milk or beverage is 
served. In the three remaining schools, 
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the drink of choice is served with the 
noon lunch. In the high school, there 
is a self-service carbonated beverage 
machine available for use during most 
of the day, and candy is on sale during 
the lunch period. The factor of nutri- 
tional needs enters the picture as well 
as the possibility of damage to the 
teeth. 

Here are a few of the most frequently 
asked questions which I feel must be 
considered in setting an overall policy: 
1. Is it advisable for the school to dis- 
continue the sale of candy and confec- 
tions to the students? Should any dis- 
tinction be made in this policy because 
of the various age levels in different 
schools? 2. Is it advisable for schools 
to discontinue sale of sweetened bev- 
erages to the students? Should any dis- 
tinction be made in policy between 
those schools serving beverages at 
10:30 a.m. and those serving them at 
the noon lunch? 3. Is it better to drink 
chocolate milk rather than drink no 
milk at all? Does the nutritional ben- 
efit of the chocolate drink offset the 
possible harmful effect to the teeth and 
appetite when servd at 10:30 a.m.? 4. 
Should the fact that all types of candy 
and sweetened beverages are available 
across the street from the school alter 
the policy of their sale within the 
school? 

I am anxious to promote a sound 
health policy, and from the short ex- 
planation of the situation should ap- 
preciate a letter and statement of policy 
from you in order to substantiate my 
recommendations.—J. W. S., Illinois. 


A.—We congratulate you on 
your ideals in relation to the health 
policies of the schools under your 





‘supervision. 


We have strong and definite 
ideas about the detrimental effect 
on the oral health of children of 
an excess of carbohydrate in the 
diet. We also believe firmly that 
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chocolate is unhealthful but can- 
not be quoted as authorities, since 
we are clinicians rather than re- 
search men. 

It seems a disgrace for school 
authorities to promote the sale of 
candy and “cola” drinks on school 
premises. The argument that candy 
and high-sugar-content drinks can 
be obtained across the street is 


THE TRUSTING SOUL 


What is said: 
The treatment will be completed at 
the next visit. 
The case will have to be sent to the 
laboratory for polishing. 
On the phone: “The doctor is 
operating. May I take a message?” 
We are nearly finished. 
There is one sensitive spot. 
Give me a deposit and pay as you 
go. 
You should brush your teeth more 
often. 


ORAL HYGIENE 


November 1952 


specious and does not excuse the 
authorities from being responsible 
for undermining the dental health 
of the children in their care. 

The addition of chocolate and — 
sugar does not enhance the value © 
of milk as a food, but on the con- © 
trary reduces its value and in. | 
creases its cost.—GEORCE R. War- © 
NER. 


AND THE DENTIST 


W hat is meant: 
How about paying up? 


Possibly another visit will 
bring in more money. 

In the office: the “doctor” 
is having a smoke. 

Just an hour to go. 

This really hurts. 


I need money. 


This guy never uses a brush. 


—Henry Fischer, D.D.S., New York. — 


UNIVERSITY HOSPITAL FINANCED BY SOFT DRINK TAX 
“ARCHITECTS are designing the new West Virginia University Dental 
School, to be located on a 145-acre site near the present campus at 
Morgantown. Plans call for a four-million-dollar basic science building, 
which will be shared by the Schools of Dentistry, Medicine, and Nursing, 
and for a 200-bed hospital wing. The hospital will be financed by the 
State’s soft drink tax voted by the 195] legislature.”—-Federal Security 


Agency: Dental News (April) 1952. 
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In Canada, dentists not only come “fewer and further be- 
tween”, as compared with the U.S., but seem to be getting more 
so. While the U.S. boasts one dentist for each 1900 persons, up 
in the dominion it was one for each 2665 persons in 1938 — 
decreasing by 1951 to only one for each 2750 persons! 


Everybody likes children — even dentists, although maybe 
not quite as much as they used to. According to a recent Fau- 
chard poll, the 19% of the average dental practitioner’s time 
devoted to pedodontia in 1949, is down this year to 18%. And 
whereas 68%, felt well paid for this. work three years ago, today 
only 57% do. Furthermore in '49, 81% found it as pleasant as 
the dental care of adults; today only a hardy 65% do! 


Dental students of histology are not advised to follow the 
procedure of Leeunwenhock—famous Dutch microscopist (died 
1723) —who, to describe the anatomical structure of teeth, ex- 
tracted one of his own for examination. He was the first to see 
bacteria (leptothrix) in the tartar collected from a tooth surface. 

2 * * 


The book “Artificial Teeth Made from Calves’ Bones”, by 
J. Channing, an Englishman, is said to be the first book pub- 
lished to be wholly concerned with prosthetic dentistry. It was 
printed in 1778. «6 * 


In the formulation of a denture adhesive, karaya gum — 
such as is used in Wernet’s Powder —is much preferred to 
arabic or tragacanth gum, because of its superior ability to re- 
tain moisture, and its more cushioning effect on the oral tissues. 


WERNET DENTAL MFG. CO., INC. 
Jersey City 2, N. J. Dept. 8-L 


Please send me professional samples of Wernet’s 
Powder. 


Dr. 
PLEASE PRINT 


Address 
0 icensirinnissisasipisrmaiicctitapeiiinipssijieet nessa 





Grandpa—*Who was the most popu- 
lar boy in your school?” 
Jack—“Last term young Jones was. 
He gave us all the measles.” 
* 
Bride—“Do you still take an interest 
in everything I do?” 
Groom—“Certainly, darling. For ex- 
ample, I’ve spent all day wondering 
what you put in those biscuits we had 
at breakfast.” 
* 
“What do you charge for 
rooms?” 
“Five dollars up.” 
“Yes, but I’m a student.” 
“In that case, the price is five dollars 
down.” 


your 


* 
“When the Judge ruled Jones had to 
pay alimony, how did he feel about it?” 
“Chagrined.” 
“And how did his wife feel about it?” 
“She grinned.” 


In the good old days a man who was 
down to his last dollar at least knew 
where his next three meals were com- 
ing from. 

* 


“Darling, I'm groping for words to 
express my love for you.” 

“Well, that is not braille. They’re 
goose pimples.” 


And then there’s the Scotsman who 
is putting off buying an atias until 
world affairs look a little more settled. 

* 

He—“I understand that kisses speak 
the language of love.” 

She—“Yes?” 


‘He—“Well. let’s talk things over.” 


LAFFODONTIA 


» 


Soldier: “Waitress, is your ice cream 
pure?” 
Waitress: “As pure as the girl of 
your dreams.” 
Soldier: “My gawd, gimme a ham 
sandwich!” 
* 


Eva—Did you enjoy your ride last 
evening with that young doctor?” 
Edith—“Indeed I did. He has a most 


charming roadside manner.” 


* 

Some actresses can remember their 
husband’s first kiss, while still others 
can’t remember their first husbands. 

4 

First Nurse: “I was never so tickled 
in my life as when I boarded that 
homeward bound boat. I came across 
with a lot of wounded soldiers.” 

Second Nurse: “So did I—and twelve . 
officers.” 

* 


The hillbilly came to the country 
doctor and said: “Say doc, yuh remem- 
ber when yuh cured m’misery last year 
—an’ told me not t’ git m’ feet wet?” 

The doctor answered, “Yes, why, have 
you more trouble?” 

And the hillbilly replied, “Aw no. 
doc, but I jist got to wonderin’ if it = 
safe fur me t’ take a bath yit.” 


oo 
You probably think it peculiar serv- 
ing spinach for dessert, but that’s how 
we get Junior to eat it! 


* 


“Is your wife talkative?” 

“Not exactly. But I got a cold an: 
lost my voice for three days and sh» 
never found it out.” 
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